Journal of the Royal Society of Medicine Volume 72 January 1979 Case reports' lododerma due to radiographic contrast medium G P Sparrow MRCP (for E L Rhodes FRCP) St Helier Hospital, Carshalton, Surrey SM5 JAA C S, a woman aged 62, was being investigated for fever, weight loss, epigastric pain and an elevated ESR (112 mm/h). Extensive investigations were performed including immunoglobulins, sigmoidoscopy and barium studies, giving normal results. Among these were an intravenous pyelogram (IVP) using sodium diatrizoate (Hypaque) and a lymphangiogram using Lipiodol Ultra-Fluid which consists of the iodinated ethyl esters of fatty acids of poppyseed oil.
Four days after the IVP (eight days after the lymphangiogram) the patient developed bilateral conjunctival injection and an eruption on the face. The infraorbital regions, nose, chin, cheeks and scalp were symmetrically involved with raised red plaques which became studded with vegetating masses of pus-filled bullae and heaped up impetiginous crusts ( Figure  1 ). Similar lesions appeared on one wrist ( Figure 2 ), and bullae appeared on the dorsae of the feet. She was unwell and pyrexial. Iododerma was diagnosed from the clinical and histological appearances and she was treated with antibiotics and adrenal corticotropic hormone (ACTH). The eruption subsided in four weeks to leave hypertrophic scarring. There was no recurrence of skin lesions after cessation of ACTH. The urine returned to normal and her original symptoms disappeared apart from a raised ESR.
Her past history showed no iodine sensitivity.
Investigations: WBC 12 500 (80% neutrophils); urineprotein and white cells; bacteriological, viral and fungal cultures of the pustules were negative. Histopathology of skin: there was full thickness pyogenic inflammation with leukocytoclasis, oedema and fibrinoid dermal necrosis especially damaging blood vessels in the deepest dermis. The epidermis was relatively intact, but there were areas of necrosis and some intraepidermal abscesses, and pseudoepitheliomatous hyperplasia. This was thought to be consistent with iododerma. Patch testing with potassium iodide was negative. Intradermal tests to Hypaque and Lipiodol Ultra-Fluid at 1/1000 were negative. Delayed hypersensitivity of lymphocytes to Hypaque, Lipiodol Ultra-Fluid and iodinated serum albumin, as measured by mixed leukocyte migration, was negative.
Discussion
This patient showed the typical morphology and distribution of iododerma lesions, with associated transient nephritis. Contrast media are an extremely rare cause of iododerma, there being only three other reported cases. The patients concerned had a cholecystogram (medium not stated) (Dugois et al. 1967) , an IVP and bronchogram using Lipiodol (Shchutskii 1963 ) and a carotid arteriogram using a large dose of Conray 280 (Hudson 1975) . lodinated oils such as Lipiodol are more likely to be incriminated than water soluble media, as they are less stable. The mechanism of the reaction is not clear. Patch and intradermal tests to potassium iodide are negative, and circulating antibody to iodine has not been detected, but Rosenberg et al. (1972) demonstrated blast cell transformation when lymphocytes from an affected patient were exposed to iodinated serum albumin. However, mixed leukocyte migration to the same substance in our patient was negative. It is, therefore, still not known whether iododerma is a toxic or an allergic reaction. Recovery may well have been spontaneous and not associated with treatment.
